asked what instruments Mr. Ormerod used and 'how he removed the pedunculated carcinoma, whether by the snare or by diathermy. He (the speaker) was sometimes alarmed by the hiumorrhage in these cases. In his hospital the physicians were sending more cases for bronchoscopy.
E. D. D. DAVIS asked what instruments Mr. Ormerod used and 'how he removed the pedunculated carcinoma, whether by the snare or by diathermy. He (the speaker) was sometimes alarmed by the hiumorrhage in these cases. In his hospital the physicians were sending more cases for bronchoscopy.
A large number of the museum specimens of carcinoma of the lung showed a conical tapering constriction of the bronchus. This tapering constriction does exist, though it is not easily seen when looking through a bronchoscope.
So far as he knew, there were only 26 cases of benign or pedunculated tumours of the bronchus recorded. Eleven of these were removed by bronchoscopy and resulted in great relief to the patient. The distressing dyspncea was cured. The growths all occurred in the first inch or inch-and-a-half of the bronchus.
F. C. ORMEROD (in reply) said he thought the growths began in the bronchial mucosa, and he hoped to be able to show sections which would bear that statement out. Usually such cases came with completely obstructed bronchus, collapsed lung, and a mass extending into the lung, and then the outlook was bad.
He used the Irwin Moore type of bronchoscc'pe and the Paterson type of forceps. He had not encountered sufficient hmeiorrhage to cause alarm.
He agreed with what had been said about clearing enough from the bronchus to afford aeration. The degree of dyspncea was out of all proportion to the size of the growth. [June 2, 1933.] The Pathology and Treatment of Malignant Growths of the Bronchus. By F. C. ORMEROD.
PATHOLOGY. WHEN cases of carcinoma of the bronchus were first examined by biopsy, some surprise was expressed on finding that the carcinoma was frequently of the squamouscelled variety. Masses of squamous cells were found sometimes without arrangement, sometimes in definite columns and in some cases with keratinization and cell nests. In other cases there were masses of columnar cells, which occasionally showed attempts to form lumina. Again, there were found masses of small ovoid cells, which were once considered to represent the oat-celled sarcoma of the mediastinum but were shown by Bartlett and Barnard to be carcinoma of the lung. Recognition of these various types of new growth raised the question which tissues in the bronchus or lung could give rise to such histological pictures. The bronchial mucous membrane consists of a single layer of ciliated columnar cells supported by a layer, one or two cells deep, of smaller ovoid cells. Below this is the submucouslayer of areolar, fibrous and elastic tissue which contains large numbers of mucous glands.
Examination of specimens of bronchial mucous membrane after chronic inflammation shows a marked increase in the cells of the small ovoid layer giving rise to projection of masses of these cells into the lumen of the smaller bronchioles. In cases in which this condition is advanced it is possible to demonstrate metaplastic changes in the cells, with a tendency to formation of squamous epithelium, more frequently in masses than in thin layers. These changes have been known for many years and are constantly observed in the Br6mpton Hospital. The same changes have resulted from the injection of irritantsubstances into the bronchial tree in animals..
It is suggested that all the different types of carcinoma arise from the layer of small ovoid cells.
It needs little imagination to associate the oat-celled tumour with these cells.
Histologically they are almost identical. In some sections it is possible to see the small ovoid cells with more definitely columnar cells in the same field, such mixtures of cells occurring in tumours and in the post-inflammatory metaplasia of the ovoid cell layer. It is not difficult to suppose the further change of these cells into masses of columnar and squamous cells, in the formation of carcinomatous growth. No section has been seen which gives the impression that the ciliated columnar cells of the bronchus or the flattened epithelial cells of the alveoli could give rise to the growth under discussion.
The squamous-celled type tends to occur in older people, the columnar and ovoid types being found among the younger cases.
There is a tendency to degeneration in the squamous-celled type of tumour. The cytoplasm of the cells disappears first, leaving masses of isolated nuclei. The nuclei may be in groups giving the appearance of multinucleated giant cells, but in other preparations the nuclei also degenerate. In these tumours the degeneration can be observed macroscopically and formation of cavitiss is seen. In the case illustrated, a woman, aged 74, showed a large cavity in a mass of squamous-celled carcinoma. A portion removed confirmed the diagnosis, but free cancer cells were also found in some of the secretion which was aspirated from the bronchus.
Metastases occur commonly in the mediastinal glands, whence the tumour may invade the hilum of the opposite lung. They also occur commonly in the suprarenal gland, in the liver, pancreas, brain and almost any organ.
In some cases aspiration of fragments of the growth into the bronchus of the opposite lung may give rise to secondary deposits. Progress of the tumour can be traced through the lung tissue to the pleura, and then the whole pleural surface may become studded with secondary deposits, or connected into a continuous sheet of carcinoma enveloping the lung. Such cases are sometimes described as primary tumours of the pleura but really have a bronchial origin.
I am much indebted to Dr. E. Atkin, Director of the Pathological Department at Brompton Hospital, for his help in the pathological consideration of these cases.
TREATMENT.
The ideal treatment of growth in the bronchi consists in complete removal. By endoscopic means this is rarely possible, but occasionally a case is seen in which a small semi-pedunculated tumour is present in the bronchus and can be removed with forceps. Usually when first examined there is a sessile growth springing from a third or a half of the circumference of the bronchus and extending for some distance down the bronchus with extension into the lung. When a tumour can be removed, radiation also must be practised, by one of the methods to be described.
Lobectomy is being carried out. in selected cases at Brompton Hospital by my colleagues, J. E. H. Roberts and A. Tudor Edwards, and encouraging results have been obtained.
The immediate mortality of the operation has been reduced, but the selection of suitable cases presents more difficulty. The disease must be limited to one lobe and must be situated so peripherally that sufficient lung tissue can be left to secure closure of the main bronchus. The method is useful in growths of the upper lobe as endoscopic methods of treatment are difficult in these cases.
Secondary deposits in the mediastinal glands are a contra-indication to lobectomy. The majority of the cases under review were treated by the application of radium in the form of emanation. The radium element has not been used in these cases for two reasons. The impression has been obtained that tumours of the air passages respond better to the emanation than to-the element, and also the possible displacement of radium element into the mediastinum or lung parenohyma would be accompanied by so much more danger than a similar accident with the emanation, that thA latter has always been used.
Radon seeds are used and may be applied either through the bronchoscope or through the chest-wall after thoracotomy.
By the bronchoscope the seeds are applied in a special container of the type designed by Mr. Tudor Edwards, or the modification, by Mr. Negus.. A further modification has been devised with a pointed end for introduction into very hard or Abrous growths or for introduction into the upper lobe bronchus.
Originally eight seeds of 1i millicuries were used in the container, but later twelve, giving a dose of 18 millicuries, were inserted, usually for one week. Recently larger doses of 24 millicuries have been tried. A thread can be attached to the container and it is withdrawn by traction at the end of the allotted time, or it can be removed by a second bronchoscopy.
In some cases the radon seeds were implanted directly into the tumour by means of one of Mr. Musgrave Woodman's trocars. In cases in which the main mass of the tumour is in the lung parenchyma, the seeds can be implanted through the pleural cavity after the chest wall has been opened. This method is also used when the chest cavity has been opened with the idea of performing a lobectomy and the operation has proved impossible, owing to situation or extent.
Treatment by the radium bomb has been very disappointing. No case submitted to it at the Westminster Hospital annexe has improved at all. The distance from a growth in the lung to the radium in a bomb is too great with any of the present existing amounts of radium.
Deep X-ray therapy has been slightly more encouraging and one or two cases, especially in the upper lobe, have shown some improvement.
The apparatus at the Westminster annexe generates 200,000 volts and it is hoped in the near future to be able to generate 400,000 volts, when further work will be done on these lines.
The application of endothermy has been commenced, and specially long extensible applicators of the type devised by Mr. Bedford Russell for the larynx are employed. It is as yet too early to assess the results of this method of treatment.
The result of treatment of carcinoma of the bronchus are not very satisfactory owing to the advanced stage in which most cases are seen.
One patient who was first seen over two years ago is still alive and well, and steadily putting on weight. Another has been under observation for over eighteen months, and though the mass of growth in the lung has slightly increased, it has disappeared from the bronchus and the patient is still undergoing deep X-ray therapy.
A patient exhibited at the last meeting of the Section was treated six months ago, and signs and symptoms have completely disappesred. Another, treated about the same time, has improved.
In one patient a microscopic section was made before radium application, one week after, six weeks after and three months after insertion of 18 millicuries of radon. A degenerative change in the malignant cells and their nuclei is seen until in the final section it is difficult to find any carcinoma cells.
Discussion.-THE PRESIDENT: With regard to this important subject there are two main points of interest. In the first place malignant disease of the lungs is increasing and is becoming more and more a menace to life in the towns, and therefore better methods must be designed to cope with it. The second point is that at the present moment encroachment is taking place on a sphere which should, to a large extent, be in the hands of the laryngologists.
We have to consider the limits and values of the different methods of treatment available at the present time, and make suggestions for the future. We have to consider the question of deep X-ray therapy which at present seems to have very little effect.
Then there is the question of radon. It seems to me that the present technique of putting a large quantity of radon in a tubal cavity is retrograde. Some years ago we discovered that the introduction of a large focus of radium in one spot rather tends to cause necrosis round that area, but possibly an actual increase in the rate of growth in the periphery. Anyhow we find that whenever we can space out our emanation centres through a growth, we get a very much better result. Personally I cannot see that diathermy has much future except in very localized cases. Then comes the question of surgery and great advances have been made in that direction. That is hardly within our sphere, but still it is for us to collaborate with the general surgeon and often we can help by bronchoscopy.
Mr. HAROLD KISCH: Most of the cases which have been referred to me at University College Hospital have been advanced cases and our results have been correspondingly poor. The earliest sign is an unproductive cough occurring in a middle-aged man, and I think we ought to try and urge our medical colleagues to refer such cases for examination. I have only had one case in which I have been able to obtain any good result and that was a very early case. Radon seeds were implanted. I had no difficulty in centring the radium over a large area in that particular case.
F. J. CLEMINSON: I have encountered a case of this type recently. The patient was a middle-aged man of alcoholic habit, who had on the right anterior pillar a papilloma about half the size of a little finger nail, which was thought to be becoming malignant. It was decided that this should be removed. Meanwhile, however, he complained of so much pain in the region of the left shoulder that his chest was X-rayed and a shadow, such as Mr. Ormerod has shown on the screen, was found in the left upper lobe. This lobe was removed by Mr. Tudor Edwards and the patient recovered from the operation and did very well, so that after a month I was able to remove by diathermy the growth from the right anterior pillar, with a zone of surrounding tissue. The sections showed that the base of the papilloma was infiltrated, but that the deeper tissues were in every direction free from any spread and that the growth in the lung was the carcinoma. Three or four days after the lobectomy the patient lost his voice and on examination this was found to be owing to a paralysed left vocal cord. The paralysis may have been caused by some pressure produced as a result of the operation, or by involvement of the recurrent laryngeal nerve by a secondary gland in the arch of the aorta.
Mr. ORMEROD (in reply): The typical case is that of a patient aged about 50 or 55 who has had a cough for two years, who says that for a year he coughed a little blood but that that has ceased, and he has now an ache or pain in the centre of his chest which has come on recently, also that he is losing weight. These are the symptoms which, at the age of about 55, are of importance. Very often the trouble is only bronchiectasis.
Case of Malignant Growth of the Bronchus.L-F. C. ORMEROD.
Male, aged 36, fish-porter. Cough and pain in right side since June, 1932 . Temperature from July to November, 1932, often up to 1040 in evening. Losing weight. No sputum nor hemoptysis. Wassermann reaction positive.
X-ray examination showed opaque area in right lower lobe. Lipiodol examination showed stenosis of right descending bronchus.
December 15, 1932. Bronchoscopy: Right main descending bronchus blocked by tumour, which wvas partly pedunculated, at 21 in. from the carina.
Tumour removed and examined microscopically: undifferentiated type of oatcelled carcinoma.
